found by immune-electrophoresis, but the serum free-light chain ratio was within the normal range. Examination of bone marrow aspirate revealed the concurrent infiltration of abnormal lymphocytes (48.6%) and plasma cells (26.0%) (Fig. 1 ). Bone marrow biopsy was not conducted. Abnormal lymphocytes in the bone marrow were similar in morphology and surface markers by FCM CD45-gating analysis to those in the peripheral blood. By FCM CD38-gating analysis, a population of cells with high expression of CD38 was positive for cytoplasmic CD79a, CD138, and κ, whereas a population of cells with low expression of CD38 was positive for CD19, CD20, CD23, cytoplasmic CD79a, and λ ( Fig.  2A, 2B) . Chromosomal analysis by G-banding of the bone marrow demonstrated 47, XX, +3 and 47, XX, +3, t(2; 13) (q35; q14) in one-twentieth of the cells in the mitotic phase. Pathological findings of the bone marrow clots were mainly Rare concurrent indolent B-cell lymphoma and plasmablastic transformation of myeloma Keywords: concurrent; plasmablastic transformation; myeloma; B-cell lymphoma infiltration of plasma cells with immature nuclei and cytoplasm, and Dutcher bodies. Immunohistochemically, plasma cells were positive for CD138, cyclin-D1, IgG and κ, and negative for CD20, CD56, CD79a, IgA, IgM and λ (Fig. 3) . A mutation in myeloid differentiation primary response gene 88 (MYD88) L265P was negative in the peripheral blood specimen. Differential diagnoses of splenic marginal zone lymphoma (SMZL) and splenic diffuse red pulp small B-cell lymphoma were considered based on the splenomegaly and abnormal lymphocyte infiltration in the peripheral blood and bone marrow, but a diagnosis of B-cell non-Hodgkin lymphoma remained unconfirmed due to the lack of histology of spleen and bone marrow. Multiple myeloma was diagnosed by bone marrow infiltration of myeloma cells with serum M protein, and was categorized as stage II in the revised international staging system. 2 Formation of an osteolytic tumor in the left ilium was detected during systemic screening by CT (Fig. 4A) . The patient was treated using THP-COP-VDS therapy (pirarubicin, cyclophosphamide, vincristine and vindesine) targeting malignant lymphoma. After the first course of THP-COP-VDS therapy, only minimal reduction of the pelvic tumor was observed. THP-COP-VDS therapy was changed to BD therapy (bortezomib, dexamethasone) to target multiple myeloma. Although the serum IgG level decreased from 5440 mg/dL to 1348 mg/dL, the pelvic tumor enlarged after BD therapy (Fig. 4B ). BD therapy was changed to VCD therapy (bortezomib, cyclophosphamide, dexamethasone), but this resulted in an increase in the serum LDH level to 1280 U/L. Biopsy of the pelvic tumor was conducted by CT-guided needle biopsy. Pathological examination of the pelvic tumor revealed abnormal cells with poor cytoplasm, anisokaryosis and pleomorphic nuclei infiltrating into skeletal muscles. Some were similar to plasmablasts. Immunohistochemically, the abnormal cells were positive for CD138, Cyclin-D1, IgG and κ, and negative for CD19, CD20, CD56, CD79a, Pax-5, ALK, human herpes virus (HHV)-8, IgA, IgM and λ. In situ hybridization for EpsteinBarr virus-encoded RNA was negative (Fig. 5 ). In addition, the MIB-1 index was 80% for abnormal cells in the pelvic tumor tissue, but only 20% for myeloma cells in the bone marrow (Figs. 3, 5) . Cytogenetics of the pelvic tumor were not able to be examined because of the small specimen collected by needle biopsy. Extracavitary primary effusion lymphoma and ALK-positive diffuse large B-cell lymphoma were excluded due to the negative results for HHV-8 and ALK by immunostaining, and the negative result for human immunodeficiency virus (HIV) antibody in patient serum. Plasmablastic transformation of myeloma was diagnosed by exclusion of primary plasmablastic lymphoma (PBL) because of the background of multiple myeloma. The pelvic tumor was resistant to radiation (total, 30 Gy/15 fractions), lenalidomide and iPAD therapy (bortezomib, adriamycin, dexamethasone). However, the serum IgG level remained low. Abnormal lymphocytes in the peripheral blood disappeared and splenomegaly improved. However, she died due to progression of the pelvic tumor 5 months after the start of chemotherapy.
Pantic et al. previously reported five patients with a biclonal origin of concomitant B-CLL and multiple myeloma. 3 The clonal relationship between B-CLL and multiple myeloma was resolved by the combination of single-nucleotide polymorphism mapping array and fluorescent in situ hybridization analyses. The present case was not resolved by such analyses, but we considered the relationship between indolent B-cell lymphoma and multiple myeloma to have a biclonal origin because of the different light chains. Pathologically, it is important to rule out other differential diagnoses for lymphoplasmacytic lymphoma (LPL), marginal zone lymphoma and CLL with plasmacytoid differentiation. CD56 and/or cyclin D1 expression by plasma cells was helpful for making a correct diagnosis. 4 Regarding LPL, the MYD88 L265P mutation exhibited high diagnostic significance because of positivity in the majority of LPL cases according to the 2016 WHO classification. 5 The negative result for the MYD88 L265P mutation was unable to completely exclude a diagnosis of LPL, but was helpful for differentiating LPL from lymphoid malignancy with primary infiltration to bone marrow associated with multiple myeloma. In the present case, myeloma cells of the pelvic tumor differed from those in the bone marrow in terms of both clinical and pathological features. Heterogeneous clonal groups are present within the same individual myeloma patient, and myeloma cells with acquired anaplastic characteristics are more likely to colonize extramedullary sites. 6, 7 This may be one of the reasons for the clinical and pathological discrepancy between the myeloma cells of the pelvic tumor and those of the bone marrow. Multiple myeloma with aggressive tumors is often seen in the terminal phase after a heavy treatment history. 8, 9 However, the tumor in the present patient rapidly progressed after initial chemotherapy. These clinical characteristics and histopathological findings resembled the clinical features of PBL. A background of immune suppression due to HIV or other causes is related to the development of PBL. 10 Low-grade B-cell neoplasms, such as CLL, SMZL and HCL, are associated with a frequent incidence of immune suppression or immune disorder. [11] [12] [13] Indeed, patients with concomitant B-CLL and multiple myeloma often have a more unfavorable clinical course than those with multiple myeloma alone, presenting adverse prognostic features and early death due to myeloma progression. In addition, survival times with these pathologies are shorter than those with de novo plasma cell myeloma. 3, 4 Consequently, the influence of complicated lymphoma may have led to the progression of the pelvic plasma cell tumor with original anaplastic characteristics. The immunosuppressive complications present in patients with low-grade B-cell lymphoma may enable neoplastic plasma cells to evade the mechanisms of anti-tumor immunity. The clinicopathological features of the reported cases of concomitant indolent B-cell lymphoma and multiple myeloma over the previous decade (2008 to 2017) are summarized in Table 1 
